Compliance with pathways for hospitalised patients with alcohol dependency syndrome is often poor. A pathway for recognition and treatment of alcohol dependency was redesigned as part of a 12 month service improvement project in the acute medical unit using plan, do, study, act (PDSA) cycles.
treatment for an illicit drug or alcohol abuse problem in 2009 alone. These represent 9.3 percent of persons aged 12 or older. Of these, only 2.6 million (11.2 percent of those who needed treatment) received it at a specialty facility. [17] Different alcoholic beverages contain varying quantities of alcohol.
A daily intake of more than 60 g of alcohol in men and 20 g in women significantly increases the risk of cirrhosis. [4] More than four drinks per day is considered heavy alcohol use for women, and for men this is five drinks per day. [4] There is no absolute number of drinks per day or quantity of alcohol that defines alcoholism. [5] Alcohol dependence and harmful alcohol use are associated with increased risk of physical and mental health comorbidities including gastrointestinal disorders (in particular liver disease), neurological and cardiovascular disease, depression and anxiety disorders and ultimately, premature death. [5] [6] [7] Brief interventions can be effective in reducing drinking in hazardous and harmful drinkers, but people with alcohol dependence and some harmful drinkers will require more specialist alcohol services. Alcohol misuse is also an increasing problem in children and young people, with over 24,000 treated in the NHS for alcohol-related problems in 2008 and 2009. Current practice across the country is varied, and access to a range of specialist alcohol services varies as a consequence. This quality standard describes markers of high-quality, cost-effective care that, when delivered collectively, should contribute to improving the effectiveness, safety and experience of care for harmful drinkers and people with alcohol dependence. [5] Different tools are available for assessing alcohol abuse and detoxification. [ [2, 4] and are expected to reduce alcohol-related hospital admissions and readmissions to hospital. [6] The aim of this quality improvement project was to introduce an effective and efficient tool for scoring alcohol dependency in order to reduce unnecessary detoxifications and initiate appropriate referrals to support services. An audit of clinical records showed that alcohol related data were only rarely entered. The admissions proforma contained data items to record the number of units of alcohol drank per week. These were rarely filled and do not comply with recommendation NICE CG115. There were no screening tools used for assessing the risk associated with alcohol excess and thus determining and identifying those patients at high-risk of delirium tremens.
Background
Ancedotal evidence suggested that patients were started on alcohol detox inappropriately because of a lack of quantification of the alcohol excess and the associated risk. No patients were referred to the alcohol-liaison services in the community in a three months observation period. A patient's own involvement and the perception of being "ready for change" might hold the key to reduce the hospital admission rates. A further random sample of 100 patients was sampled for pathway compliance over three months. There was evidence that 86 patients had been screened with the two-question tool. Of the latter 18 were identified as patients at possible risk. Of these 16 patients had the full AUDIT questionnaire, only eight had elevated values and were subsequently started on treatment to prevent delirium tremens.
Design
Overall compliance with the pathway increased to 84% (figure 2 audit values and need for detoxification). 
Lessons and limitations
What the project has shown: Acceptability of a shorter screening tool was higher and lead to better compliance. In order to make pathways acceptable to a heterogeneous group of doctors and nurses requirements need to be simple and obvious. The authors believe that the resulting pathways represents an improvement over and above published evidence.
What others have shown: NCEPOD 'Measuring the Units' showed a low uptake of screening for alcohol dependency in a large sample of UK hospitals. There is therefore an opportunity for improvement.
The shortened screening tool that we used has only got two items.
Alternatively the AUDIT-C questionnaire [14] is also a two-item screening tool that could be used in a comparable way. The twoquestion based AUDIT questionnaire encourages compliance and is easy to use in the settings of an acute medical unit. Applied in practice it has helped to limit the number of patients with inappropriate prescription of alcohol detoxification regimes.
Strengths and weaknesses: The present project is only work from a single centre and make-up of services might differ in other hospitals. In particular, dedicated in-hospital case workers for patients with alcohol dependency might improve compliance and referral rates in a more cohesive manner than our pathway. The strength of our work is its simplicity and co-design with users (ie junior doctors). This is a critical step for any sustainable 
Conclusion
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